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The New AIDS Definition: 
T8, Pneumonia, Cervical Cancer 
Allen l. Gifford, MD 

Effective January 1, 1993, the Centers 
for Disease Control (CDC) added 
pulmonary tuberculosis (TB), recurrent 
bacterial pneumonia, and invasive cervical 
carcinoma to the list of the 23 clinical 
conditions included in the 1987 AIDS case 
definition. Although none of the new 
diseases is unique to patients with AIDS, 
all three are more aggressive and more 
prevalent in immunodeficient people than 
in the general population, and each can be 
treated and often cured, especially when 
diagnosed early. 

It is important for both medical and 
mental health providers to understand the 
symptoms, course of disease, and treat
ment of these conditions, so they can 
diagnose and treat them and respond to 
the psychological concerns of clients and 
their requests for information. Any new 
information related to HIV disease raises 
hopes and fears among HIV-infected peo
ple. Two factors make information about 
the new diseases even more important: TB 
is easily transmissible, has reached epi
demic proportions, and is provoking calls 
for extreme public health measures, such 
as quarantine; and invasive cervical carci
noma, a cancer affecting the growing 
number of HIV-infected women, is among 
the gynecological manifestations of HIV 
with which many providers are unfamiliar. 

Pulmonary Tuberculosis 
TB is caused by infection with mycobac

terium tuberculosis (MTB). Pulmonary TB 
can be active or latent, and only active 
infection results in symptoms and can be 
transmitted. Latent TB is a common, 

asymptomatic, non-contagious state that 
occurs after exposure to MTB, and is signi
fied by reaction to a purified protein 
derivative (PPD) tuberculin skin test. 

Since HIV infection causes a decrease in 
the number and function of T-helper cells 
and macrophages, which are central to 
human antituberculosis defenses, HIV 
disease leads to vastly increased risks of 
acquiring TB infection, of activating latent 
TB, and of developing aggressive, possibly 
fatal, active disease. As a result, the HIV 
pandemic has been associated with a 
dramatic increase in numbers of TB cases 
both in the United States and worldwide. 

Anyone can get TB, but certain groups 
are more likely to have been exposed in 
the past and, therefore, are at higher risk 
for developing active TB. Such groups 
include immigrants from African, Asian, 
and Latin American countries with high 
rates of TB, and people who live in crowd
ed long-term care facilities such as correc
tional institutions and homeless shelters. 

Pulmonary disease is the most common 
manifestation of TB infection in patients 
both with and without HIV infection. 
Typically, HIV antibody negative, immuno
competent patients with active pulmonary 
TB complain of fever, sweating, weight 
loss, and cough, sometimes with blood
streaked sputum. Chest X-ray can show 
areas of infection typically in the upper 
lobes of the lungs. HIV-infected patients 
with good immune function- high T
helper cell counts, normal reactivity to TB 
skin tests, and no previous HIV-associated 
infections- are likely to present this way 
as well. 

In patients with lower T-helper cell 
counts and advancing immunocompro
mise, however, TB may present atypically. 
Patients may have widely disseminated 
disease, including TB infection of the 
blood, lymph nodes, or central nervous 
system. Their chest X-rays may show 



Editorial: State of the Science 
Robert Marks, Editor 

The CDC AIDS definition is a 
sign both of the wealth of infor
mation we have about HIV dis
ease and the fragility of that 
information. While it expresses 
the state of the science- the 
latest about the virus and its 
clinical manifestations- it is also 
represents the most tangible 
evidence that our knowledge 
about AIDS is evolving. 

tions to the list of AIDS-defining 
conditions: pulmonary tubercu
losis, recurrent bacterial pneu
monia, and invasive cervical 
carcinoma. 

cervical cancer---present with 
severe symptoms and prog
noses, many people with dimin
ished T-helper cell counts have 
only mild to moderate symp
toms, symptoms that up to now 
have not been associated with 
an AIDS diagnosis. 

It is this change that most 
confuses the way we have 
thought about HIV disease and 
that may present the greatest 
psychological challenges for 
clients and counselors. In 
response, O'Dowd discusses the 
potent defense that denial pro
vides clients as they ride the 
roller coaster of illness and 
health over the course of HIV 
disease. For counselors, a knowl
edge of HIV-related medical 
conditions and treatments, and 
an understanding of the dynam
ic of denial and acceptance 
enables them to help clients 
mediate what may be a harrow
ing journey. 

The Unfolding of Illness 

In light of this shifting reality, 
every clinician, every counselor, 
every educator must be a source 
of information for pe·ople with 
HIV disease and for other profes
sionals. This issue of FOCUS is 
primarily an educational tool 
providers can use to maintain 
their HIV-related knowledge. 
Allen Gifford's article informs 
readers about the newest addi-

The AIDS definition is also a 
reminder that HIV disease is a 
process, an unfolding of illness 
from one stage to another lead
ing towards the diagnosis of one 
of the conditions on the CDC's 
infamous list. Mary Alice 
O'Dowd examines how counsel
ing varies over the course of HIV 
disease and focuses on the 
effects of the other new compo
nent of the AIDS definition, a T
helper cell count of less than 
200. While the new medical 
conditions-TB, pneumonia, and 
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widespread areas of infection and may 
mimic other types of pneumonia. 

When clinical symptoms and chest X-ray 
suggest pulmonary TB, clinicians should 
obtain three sputum specimens for acid
fast smears and bacterial cultures. In 
some patients, smear stains will be nega
tive, and TB diagnosis can be confirmed 
only after sputum cultures become posi
tive days or weeks later. 

T8 Treatment and Prevention 
CDC guidelines for treating TB in people 

with HIV disease reflect two important 
points. First, a short course of anti my
cobacterial therapy may not be as effec
tive among HIV-infected patients who 
have developed significant immunocom
promise as it is among seronegative peo
ple with TB. Second, multidrug-resistant 
TB (MDR-TB) is a serious problem among 
HIV-infected people, and is always diffi 
cult and occasionally impossible to treat 
effectively. 

Pending drug-susceptibility testing, 
initial four-drug therapy with isoniazid 
(INH), rifampin (RIF), pyrazinamide (PZA), 
and ethambutol (ETH) is the most prudent 
course in treating most HIV-infected TB 
patients. If the strain is not drug-resistant, 
INH, RIF, PZA should be continued for two 

months, followed by INH and RIF to com
plete a full six- to nine-month course. INH 
and RIF are the two most active drugs in 
the regimen. If one or both cannot be 
given due to resistance or toxicity, clini
cians should prescribe a longer course of 
therapy with at least two active drugs . 
Other, second-line drugs may be needed, 
and it is prudent to consult a specialist at 
this point. 

As might be expected, patients with 
advanced cases of AIDS survive TB for 
shorter periods than those with early HIV 
infection. Nevertheless, most people 
respond to therapy with clear sputum 
cultures after three months. Response to 
therapy should be carefully monitored, 
and monitoring should include monthly 
sputum exams with smears and cultures. 
Therapy should continue for approximate
ly six months after the last negative cul
ture. If cultures dO not clear, clinicians 
should consider that patients may not be 
complying with treatment. 

PPD tuberculin skin tests are a useful 
preventative response to identify patients 
who have latent TB infection, but they 
cannot be used to either diagnose or 
exclude active TB. A normal immune 
response to skin antigens is often absent 
in patients with HIV disease, and therefore 



a negative PPD tuberculin skin test cannot 
be used to rule out TB in people with 
pulmonary symptoms_ 

The PPD skin test, however, is useful 
to perform routine screening for asymp
tomatic latent TB among HIV-infected 

people. HIV
infected patients 

Despite its shortcomings, 

the change in the CDC 

with positive 
PPD skin tests 
are at extremely 
high risk for 
developing 

AI DS definition 

fulfills an important 

active TB; with
out prophylactic 
therapy, an 
estimated 8 
percent to 10 
percent of such 
patients develop . 
active TB per 
year. The CDC 
recommends 

role in educating AIDS 

professionals about newly 

understood challenges to 

people with HIV disease. 

that all HIV
infected persons 
have yearly PPD 
screening. Those 
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with skin 
responses mea

suring greater than five millimeters 
should receive one year of prophylactic 
daily INH. 

Recurrent Bacterial Pneumonia 
Bacterial pneumonia causes more HIV

related illness and death than any other 
condition not included in the 1987 AIDS 
case definition_ Patients are susceptible to 
infections with encapsulated organisms 
such as Streptococcus pneumoniae and 
Haemophilus influenzae due to decreased 
B-cell response to specific antigens. Other 
factors such as frequent injection drug 
use and poor integrity of oral and 
bronchial mucosa can also foster bacterial 
infections . Bacterial pneumonias are much 
more common in HIV-infected patients 
than in seronegative patients, and are 
more likely to lead to invasive blood 
infection. For these reasons, any HIV
infected adult with two or more pneumo
nias within a 12-month period is now 
considered to have AIDS. 

In general, the presentation of bacterial 
pneumonia in HIV-infected adults is simi
lar to that in seronegative people. 
Typically patients complain of the rapid 
onset of fever, chills, and cough, usually 
with sputum containing pus. Sharp chest 
pain exacerbated by breathing is common, 
and infectious and inflammatory fluid can 
collect in the pleura around the lungs. 

These findings are rare in cases of PCP. 
Bacterial pneumonia typically results in an 
increased proportion of immature white 
blood cells, a condition that may remain 
hidden because of the low total white 
blood cell counts often associated with 
HIV disease. Chest X-ray typically shows 
one or more speCific areas of infection, 
but occasionally will show a diffuse pat
tern similar to that seen in PCP. 

H. influenzae and S. pneumoniae are 
the most common bacterial pneumonia 
pathogens, although some pneumonias 
with Branhamella catarrhalis and 
Legionella pneumophila have been seen. 
Staphylococcus aureus and Pseudomonas 
aeruginosa pneumonias are being seen 
more frequently, usually associated with 
late-stage HIV disease . 

Many bacterial pneumonias are diag
nosed clinically when patients with typical 
chest X-rays and symptoms respond 
appropriately to antibacterial drugs. The 
gold standard for bacteriologic diagnosis 
is successful cultivation of bacteria from 
the blood. When infection does not spread 
to the blood, however, a diagnosis can be 
made by studying the sputum with gram 
stain and culture. 

Pneumonia Treatment and Prevention 
The bulk of recurrent bacterial pneumo

nias are generally quite responsive to 
therapy, and patients usually recover. 
Appropriate treatment depends on the 
suspected organism or organisms, and the 
severity of disease. Before a specific bac
teria is identified, it is usually necessary 
to treat infection with a broad-spectrum 
antibiotic. Clinicians should treat presen
tations clearly suggestive of bacterial 
pneumonia with a second- or third-genera
tion cephalosporin, or with amoxacillin
clavulanic acid for adequate coverage of 
all types of H. influenzae. If the presenta
tion is consistent with Pneumocystis 
carinii as well as bacteria, high doses of 
trimethoprim-sulfamethoxazole (TMP-SMX) 
may be the best choice. 

If a specific bacteriologic diagnosis is 
made, clinicians should adjust treatment 
accordingly. Finally, clinicians should 
hospitalize patients who are severely ill
that is, those in whom multiple pulmonary 
lobes are involved or whose bodies cannot 
deliver oxygen adequately- and treat them 
with intravenous antibiotics. 

The CDC has long recommended pneumo
coccal vaccination for all HIV-infected adults 
to prevent pneumonia. Unfortunately, not 
all patients respond to the vaccine, but 
patients immunized earlier in the course of 

11 FOCUS -JtIfIWDI 



Chaisson RE. Bacterial 
pneumonia in patients 
with human immuno
deficiency virus infec
tion . Seminars in Res
piratory Infections. 
1989; 4(2):133-138. 

janoff EN, Breiman 
RF, Daley CL, et a l. 
Pneumococcal disease 
during HIV infection. 
Annals of Internal 
Medic ine . 1992; 
117(4):314-324. 

Maiman M, Fruchter 
RG, Serur E, et al. 
Human immunodefi
ciency virus infection 
and cervical neopla
sia. Gynecologic 
Oncology. 1990; 
38:377-382. 

Stoneburner R, 
Laroche E, Prevots R, 
et a l. Survival in a 
cohort of human 
immunodeficiency 
virus-infected tuber
culosis patients in 
New York City. 
Archives of Internal 
Medicine. 1992; 
152:2033-2037. 

Author 
Allen L. Gifford, MD is 
Clinical Instructor in 
Medicine at the Uni
versity of Cali forn ia, 
San Francisco and 
Attending Physician in 
the AIDS clinic and 
inpatient consult 
service of UCSF's 
Moffitt-Long Hospita l. 

HIV infection respond with higher antibody 
titers. Some clinicians suggest other preven
tion strategies, including prophylactic oral 
antibiotics or intermittent infusion of 
immune globulin, but none of these has 
been generally accepted. 

Invasive Cervical Carcinoma 
To date, cervical carcinoma is not a 

major cause of mortality among women 
with HIV disease, but its importance 
among the AIDS-defining illnesses lies in 
its potential to cause future illness and 
death. Cervical dysplasia- caused by 
some strains of human papillomavirus 
(HPV)-is a precursor lesion for cervical 
cancer and is extremely common among 
the more than 4.5 million HIV-infected 
women in the world. Good gynecologic 
pr-imary care to properly recognize and 
treat cervical dysplasia could prevent a 
future cervical carcinoma epidemic. 

Cervical cancer that has already become 
invasive may cause abdominal pain, vagi
nal bleeding and discharge, and 
lymphadenopathy. Cervical dysplasia, 
however, is most often asymptomatic, and 
can only be detected with routine gyneco
logic screening. Abnormal Papanicolaou 
(Pap) smears may occur 10 times as fre 
quently among HIV-infected women as 
among seronegative women. Although 
much of this discrepancy is due to the 
fact that HIV-infected women face fre
quent vaginal infections by a variety of 
organisms, recent evidence indicates that 
cervical abnormalities are more common 
and more severe as immune status wors
ens. Therefore the CDC currently recom
mends Pap smears annually in all women 
with HIV disease, and many providers 
screen as often as every six months. 

Prudence dictates that HIV-infected 
women with abnormal Pap smears should 
be more closely followed than their 
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seronegative counterparts, and treatment 
of their dysplasia should be more aggres
sive . Abnormal smears should be followed 
by a repeat Pap in three months, and, if 
results remain abnormal, by a colposcopic 
biopsy. A recent small study of HIV-infect
ed women detected intraepithelial neopla
sia in 40.6 percent of patients who 
underwent col po scopic biopsy, but abnor
mal Pap smears in only 9.4 percent of 
these patients. This finding requires con
firmation, and until then the efficacy of 
periodic screening colposcopy remains 
unconfirmed. 

Treatment of each of the various stages 
of cervical cancer is the same for both 
HIV-infected and uninfected women. 
Options for non-invasive lesions include 
local cone excision, cryotherapy, and laser 
therapy, all with close follow-up. The 
treatment of choice for locally invasive 
disease is surgery. While there has been 
no systematic follow-up of HIV-infected 
women treated for invasive cervical can
cer, in one small series, all seven HIV
infected women either failed to clear the 
disease or experienced a recurrence. This 
suggests that when HIV infection is associ
ated with it, invasive cervical cancer is 
advanced and responds poorly to therapy. 

Conclusion 
While there has been a great deal of 

debate about the utility of the AIDS defini 
tion and the most recent changes to it, it 
is clear that focusing attention on pul
monary TB, recurrent pneumonia, and 
invasive cervical carcinoma is crucial to 
the effective treatment and prevention of 
these overlooked killers. Despite its short
comings, the change in the CDC AIDS 
definition fulfills an important role in 
educating clinicians and all AIDS profes
sionals about newly understood chal
lenges to people with HIV disease. 

Diseases. 1992; 14(1): 98-113. 
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Coping with HIV 
over the Course of Disease 
Mary Alice O'Dowd, MD 

For the first time, as a result of the new 
AIDS definition, people who are asymp
tomatic will be diagnosed with "AIDS." To 
respond to this change, it is useful to look 
at the psychological challenges clients 
face as they progress from asymptomatic 
HIV infection to the severe medical condi
tions that have traditionally comprised 
AIDS. 

Among the most important concepts in 
this discussion is denial. Although some 
studies have shown that in less extreme 

forms, denial of illness can 
be useful in minimizing 

Denial 
is powerful 
and may be 

reconstituted 
at any stage with 

different, more 
modest goals. 

anxiety, other studies sug-
gest that over the long term 
people who deny the severi
ty of their conditions may 
do more poorly than people 
who accept this reality. 
People who deny learn less 
about their illnesses, delay 
seeking help, do not cooper
ate with medical manage
ment, and do not follow 
self-care or health behavior 
recommendations. The 
therapeutic task is to define 
when denial changes from 
the client's ally to his or her 
enemy. Beyond that, what is 

the therapist's role in dealing with accep
tance or denial as clients move through 
the various stages of HIV infection? 

The Early Stages 
For the seropositive asymptomatic 

client, HIV infection presents a future 

characterized by years of feeling well 
followed by the relative certainty of pro
gressive illness and death. Some patients 
may spend their years of wellness in 
hypochondriacal preoccupation and anxi
ety. Most patients, however, are able to 
accommodate their illness and, through 
the use of denial, retain the hope of 
remaining well. 

Therapists need not confront denial in 
response to illness unless it leads to mal
adaptive behaviors, whether they be 
refusal of treatment or inappropriate life 
choices in the wider arena of finances, 
career, and relationships. Thus, while the 
therapist should encourage hope, it may 
also be necessary for him or her to remind 
the patient, gently but repeatedly, about 
the need to focus on unfinished business, 
for example, executing a will and a health 
care proxy, arranging for child custody, or 
resolving less tangible interpersonal 
issues. 

The next challenge to the coping skills 
of seropositive clients may come when 
health care providers suggest the use of 
antiviral medication. The very act of tak
ing medication several times daily con
fronts clients with the reality of the 
illness. The distress is intensified when 
asymptomatic clients experience side 
effects of medication, thus seeming to 
create illness where none existed before. 
Clients wishing to keep their infection 
secret may be reluctant to carry medica
tion that others may recognize. It may be 
difficult for patients to afford HIV-related 
medications, and this may add to their 
anxiety. In response, the therapist and 
client may want to explore the wide 
range of issues that can contribute to 
refusal or reluctance to take medications, 
clarifying these issues so that the client's 
final decision is as balanced and informed 
as possible. 

Poulton TB. Chest manifestations of 
AIDS. American Family Physician. 1992; 
45(1): 163·168. 

tion. European Journal of Obstetrics, 
Gynecology, and Reproductive Biology. 
1992; 43(3): 235·24l. 

Journal of Obstetrics and Gynecology. 
1991; 165(2): 392-400. 

Schafer A, Friedmann W, Mielke M, et 
al. The increased frequency of cervical 
dysplasia· neoplasia in women infected 
with the human immunodeficiency 
virus is related to the degree of 
immunosuppression. American Journal 
of Obstetrics and Gynecology. 1991; 
164(2): 593·599. 

Spinillo A, Tenti P, Zappa tore R, et al. 
Prevalence, diagnosis and treatment of 
lower genital neoplasia in women with 
human immunodeficiency virus infec-

Tucker KJ, Anton B, Tucker HJ . The 
effect of human immunodeficiency 
virus infection on the distribution and 
outcome of pneumonia in intensive 
care units . Western Journal of Medicine. 
1992; 157(6): 637-640. 

Vermund SH, Kelley KF, Klein RS, et al. 
High risk of human papillomavirus 
infection and cervical squamous 
intraepithelial lesions among women 
with symptomatic human immunodefi
ciency virus infection. American 

Contacts 
Mary Alice O'Dowd, MD, Montefiore 
Medical Center, III East 210th Street, 
Bronx, New York 10467-2490, 718-820-
2490. 

Allen L. Gifford, MD, University of 
California San Francisco AIDS Clinic, 
Box 0378, San Francisco, CA 94143· 
0378,415·476·3226 . 

See also references cited in articles in this issue. 

iii FOCUS MJttllpp'. 



References 
Chuang AT, Devins 
CM, Hunsley 1, et al. 
Psychosocial distress 
and well·being among 
gay and bisexual men 
with human immuno
deficiency virus 
infection. American 
Journal of Psychiatry. 
1989; 146: 876-880. 

Levine 1, Warrenburg 
5, Kerns R, et al. The 
role of denial in 
recovery from coro
nary disease. 
Psychosomatic 
Medicine . 1987; 49(2): 
109-117. 

Wolf TM, Balson PM, 
Morse n ; et al. 
Relationship of coping 
style to affective state 
and perceived social 
support in asymp
tomatic and symp
tomatic HIV-infected 
persons: Implications 
for clinical manage
ment. Journal of 
Clinical Psychiatry. 
1991; 52: 171-173. 

Authors 
Mary Alice O'Dowd, 
MD is Associate 
Director of 
Consultation-Liaison 
Psychiatry and 
Director of Psychiatry 
AIDS-Con nected 
Ambulatory Program 
at Montefiore Medical 
Center in New York. 

m FOCUS M.,IiIIPpIM 

As the disease progresses, clients may 
develop mild to moderate symptoms. For 
some this escalation of symptoms may 
serve as a bridge to psychological accep
tance as well as to the ultimate diagnosis 
of AIDS. For others, denial remains 
paramount despite the physical realities 
that contradict it. 

Disease Progression 
Under the new AIDS definition, clients 

may progress to an AIDS diagnosis in two 
ways. First, a person may continue to feel 
well, but meet the new definition because 
of a reduced T-helper cell count. Second, 
as before, a person may be diagnosed with 
a debilitating opportunistic infection, 
such as Pneumocystis carinii pneumonia 
(PCP). In the first scenario, an individual 
might feel compelled to deny the diagno
sis in order to minimize its threatening 
implications. Despite the official defini
tion change, the diagnosis without symp
toms may not force the patient to feel the 
pressure of time and disability. This may 
be the best and least threatening setting 
in which to discuss health-related legal 
issues as well as unresolved interpersonal 
matters . 

In the relatively brief time since the 
new criteria were adopted, it appears that 
many asymptomatic clients who meet the 
new definition have chosen to ignore it. 
Therapists must decide on a case-by-case 
basis and in terms of changes in health 
status and decisions about treatment 
whether to encourage or confront this 
denial. In any case, such patients may 
need time and support before they accept 
the new diagnosis, that is, until they can 
talk openly about it and bring their behav
iors into accord with their knowledge. 

Those who are diagnosed with AIDS as a 
result of advancing disease must cope 
with the immediate struggle for survival 
as well as the reality of increasing illness 
and future death. Initially, it may be diffi 
cult for such a client to focus far beyond 
the need to catch his or her next breath or 
to tolerate the next procedure; in such 
cases, denial may be relevant only to the 
extent that it remains robust and inter
feres with treatment decisions. 

Sometimes the physical crisis will bring 
family members or significant others to a 
realization about the nature of the illness or 
behavioral issues that have been previously 
ignored or denied. In such a situation, the 
therapist's role may be to help clients accept 
their diagnoses so that they can begin to 
communicate more openly with family 
members and solicit their support. 

If and when the physical crisis is 
resolved and the client's health is stabi
lized, these practical and personal issues 
may need to be addressed yet again. But, 
although the therapist may have a new 
sense of urgency because of the client's 
advancing disease, the client may not 
share this urgency. Despite the confronta
tion with the realities of the illness, denial 
is powerful and may be reconstituted with 
different, more modest goals, for exam
ple, living to the next birthday, or being 
able to regain strength or the ability to 
walk. Again, the therapist must choose 
whether or not to confront such denial 
and which aspects of the denial to con
front, and should base these choices on 
the potential for harm resulting from the 
client's beliefs and behaviors. 

The End of Life 

As death nears, the client may reach 
a stage of acceptance, accompanied by 
appropriate sadness and grief, but he or 
she may still be able to hope, if only for a 
more comfortable day or a better night's 
sleep. It is particularly important to con
tinue to offer the client the opportunity to 
discuss feelings and fears as others in the 
client's life may find these topics too 
distressing. 

In the presence of lasting despair and 
hopelessness- if all physical remedies to 
improve comfort and decrease pain have 
been applied and psychological support or 
religious counseling, if desired, has been 
unavailing- therapists should consider the 
possibility of antidepressant treatment. 
Some clients will respond with a return to 
a more optimistic outlook, despite an 
overall poor prognosis, and this may 
enable them to make treatment decisions, 
achieve some physical and emotional 
comfort, and face the ongoing existential 
issues surrounding death and dying. 
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476-6430 if you received an incom
plete issue, and she will arrange to 
replace it with a corrected version. 



Recent Reports 

The Reemergence of Tuberculosis 
Bloom BR, Murray CJL. Tuberculosis: Commentary 
on a reemergent killer. Science. 1992; 257(5073): 
1055-1064. (Albert Einstein College of Medicine 
and Harvard School of Public Health .) 

Despite efforts to halt its spread, tuber
culosis (TB) ranks as the leading cause of 
death among all infectious diseases world
wide, according to a review of the dis
ease's history, pathogenesis, 
epidemiology, and costs of treatment. 

Although physicians understood its 
contagious nature by the late 19th century 
and effective TB-fighting antibiotics were 
developed in the 1940s, the underlying 
molecular basis of pathogenesis remains 
poorly understood . Observing the rapid 
course of TB in HIV-infected people, 
researchers now recognize that the health 
of the immune system plays a significant 
role in preventing progression from latent 
to active disease after infection. 

Until the mid-1980s , antibiotic use had 
reduced the annual risk of infection in the 
U.S. at a rate of 10 percent per year. The 
18 percent increase in TB cases since 1985 

To ensure patient 
compliance with 

necessary drug . 
regImens, 

treatment programs 
should guarantee 

hospitalization, as is 
done in some African 
countries, or provide 
direct supervision of 

outpatient care. 

can be explained by 
several factors : the HIV 
epidemic; increasing 
numbers of injection 
drug users and home
less people , who live 
under conditions that 
promote the spread of 
the disease ; the preva
lence of people facing 
the combination of HIV 
disease, homelessness, 
and drug use; and 
diminishing financial 
support for city and 
state TB control pro
grams. 

As a result of HIV
related immunosup
pression, the fatality 
rate from multidrug
resistant (MDR) TB is 
as high as 80 percent, 
onset of disease after 
infection is quicker, 
and disease progres

sion may be more rapid. Poor compliance 
with drug regimens that must continue 
over long periods of time leads to the 
development of MDR TB. To ensure 
patient compliance with necessary drug 
regimens, treatment programs should 

guarantee hospitalization, as is done in 
some African countries, or provide direct 
supervision of outpatient care. 

To reverse these trends, government 
must allocate resources to prevent the 
spread of drug-resistant TB and ensure 
compliance with treatment regimens. 
Failure to act undercuts the fundamental 
principle of infectious disease control: early 
intervention minimizes tragic outcomes. 

HIV-Related Tuberculosis 
Johnson MP, Chaisson RE. Tuberculosis and HIV 
disease. AIDS Clinical Review. 1991: 109-126. 
Uohns Hopkins University.) 

An update on tuberculosis and HIV dis
ease states that most HIV-related TB cases 
are due to reactivation of latent TB infec
tion, and notes that there is a clear associa
tion between the HIV pandemic and 
increased TB incidence around the world. 

The degree of HIV-related immunosup
pression affects the symptoms and pro
gression of TB. As HIV disease progresses, 
TB results in atypical X-ray patterns, 
spreads beyond the lungs, and results in 
anergy, which leads to reduced reactivity 
to a TB test in a TB-infected person. 
Symptoms common to both diseases con
found clear-cut diagnosis, making it nec
essary to use HIV antibody and tuberculin 
skin testing, and sputum smear and cul
ture for clinical evaluation. 

People with HIV infection in whom any 
mycobacteria are found should immedi
ately receive treatment while awaiting 
confirmatory TB culture results. Although 
adverse reactions to treatment may be 
greater among HIV-infected people, 
research demonstrates that treatment is 
effective and lifelong prophylaxis is 
unnecessary. The increase in treatment 
resistant strains, however, complicates 
this treatment profile . 

Global prevention efforts are of the 
utmost importance. Preliminary evidence 
shows that prophylaxis is effective when 
given to TB-infected people with HIV dis
ease who show no signs of active TB. 
National and international health organi
zations have issued gUidelines urging that 
these individuals receive isoniazid for 12 
months. This treatment must be linked to 
narcotic drug treatment programs in order 
to increase compliance with long-term 
drug regimens. In addition, the Bacille 
Calmette Guerin (BCG) vaccine, when 
given early in life, is partially effective in 
preventing TB among people who live in 
endemic areas. [Editor's note: The future 
of the BCG vaccine in response to the U.S. 
epidemic, however, is unclear.] 
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HIV Disease Prevention Update 
Jewett JF, Hecht FM. Preventive health care for 
adu lts with HIV infection. Journal of the American 
Medical Association. 1993; 269(9): 1144-1153 . 
(Harvard University and University of California 
San Francisco.) 

Clinicians can apply a number of pre
ventive measures to improve the health 
and quality of life of people with HIV 
disease, according to a review of preven
tive interventions. 

T-helper cell levels are the primary 
marker of disease progression and should 
be used to make clinical decisions along 
with other diagnostic measures to identify 
those at risk for specific preventable or 
treatable opportunistic infections. These 
measures may include ophthalmologic 
and lymph node examinations, toxoplas
ma titers, screening for hepatitis B, 
syphilis and other sexually transmitted 
diseases, and TB testing. 

Risk for some commonly occurring 
diseases, such as pneumococcal pneumo
nia, H influenzae pneumonia, influenza, 
and hepatitis B may be lowered through 

. vaccination. Evidence clearly shows that 
primary and secondary prophylaxis of 
selected opportunistic infections prevents 
illness or its recurrence. The strongest 
evidence for HIV-related prevention exists 
for PCP. 

Although the efficacy of most health 
promotion interventions has yet to be 
established, researchers hypothesize that 
they may slow HIV-related disease pro
gression. Among these interventions are 
exercise, nutritional supplements, health 
education, smoking cessation, and drug 
abuse counseling. Specific psychological 
interventions may also ameliorate the 
course of HIV disease. 

T-Cell Counts and the AIDS Definition 
Sheppard HW, Ascher MS, Winkelstein Jr. W, et al. 
Use of T lymphocyte subset analysis in the case 
definition for AIDS. Journal of Acquired Immune 
Deficiency Syndromes. 1993; 6(3): 287-294. 
(California Department of Health Services, 
University of California, Berkeley, and University 
of California, San Francisco.) 

A retrospective evaluation of a large San 
Francisco cohort examined three T-cell
related measures in light of the new CDC 
AIDS definition. While each measure dou
bled the number of AIDS cases, each iden
tified a unique group of individuals 
excluded by the other two. This finding 
agrees with previous work that suggests 
that using all three measures in combina
tion would provide unique information 
lost by using anyone of them alone. 

Researchers analyzed T-cell data for 
762 HIV-infected men in San Francisco 
over a period of six years beginning in 
1984. They estimated the correspondence 
between an absolute T-helper cell count of 
200-a component of the new AIDS defini 
tion-and two other measures: the propor
tion of T-helper cells to all lymphocytes 
and the ratio of T-helper cells to T-sup
pressor cells, and applied these results to 
the study sample to determine the num
ber of new AIDS cases resulting from each. 
In this population, a T-helper cell count of 
200 as well as a proportion of 13 percent 
of all lymphocytes and a T-helper/T-sup
pressor ratio of .23 all resulted in a dou
bling of AIDS cases. 

The T-cell criteria were also used to 
predict progression from asymptomatic to 
symptomatic disease, but these findings 
are limited by heterogeneous progression 
rates and a broad distribution of T-cell 
measures at whic·h symptoms occur. This 
last point is exemplified by two observa
tions: 18 percent of subjects who met a 
clinical definition of AIDS would have 
been excluded using T-helper cell criteria 
alone; and 50 percent of subjects with 
AIDS-defining T-helper cell levels were not 
simply free of AIDS-defining conditions, 
but were asymptomatic. 

Next Month 
Because AIDS is mysterious, life

threatening, epidemic, and seemingly 
inexorable, it takes clients on a spriri
tual as well as physical and psycho
logical journey. Spirit and its more 
conventional cousin religion, howev
er, are often uncomfortable guests in 
psychotherapeutic practice. In the 
June issue of FOCUS, John Fortunato, 
MA, a pastoral psychologist, former 
health care chaplain, and the author 
of several books and articles includ
ing AIDS: The Spiritual Challenge, 
examines the therapist's role in 
responding to spiritual issues in par
ticular hope. 

When does the quest for spiritual 
answers require therapists to reach 
beyond the counseling session? When 
should therapists refer clients to pas
toral counselors? Also in the June 
issue, Thaddeus A. Bennett, MDiv, 
and Mark Henrickson, MDiv, MA 
describe the goal of pastoral counsel
ing in terms of HIV disease. 


